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tions were the cause of the strong, continous fremitus characteristic of 
arterio venous aneurysm; whilst, really, there was not found any com¬ 
munication with the vein .—(“Annali di Chirurgia\ Gazzetta dcgli 
Ospitali (Lupplemento) IX. No. 12, 1890.”) 

Albert Pick (Boston). 

III. Case of Aneurism of the External Iliac cuied by 
Compression. By H. P. Symonds, F.R C.S , (Oxford). A man, 
zet. 48, presented just above Poupart’s ligament a marked pulsating 
prominence which was seen continued down the thigh as far as the 
apex of Scarpa’s triangle; it exhibited uniform expansion and a marked 
systolic bruit was audible, and an aneurism of the external iliac was 
diagnosed. Under anaesthesia a Lister’s abdominal tourniquet was 
applied on a line with the highest points of the iliac crests and a little 
to the left of the median line. On tightening it up, the aneurism ceased 
to pulsate though pulsation continued in the right limb. Pressure was 
kept up for seven hours and as the pulsation slightly returned in the 
aneurism upon loosening it, it was again applied for two hours longer 
when it was gradually loosened by giving the screw of the tourniquet 
a turn every fifteen minutes during tne next three hours; it was then 
entirely removed, the aneurism showing no sign of pulsation and being 
firm and hard to the touch. The tumor from this time continued to 
contract and a cure resulted, complicated by some symptons of peri¬ 
tonitis and enteritis, while within a week ini animation of both parotids 
appeared, the left being the more severely affected, so that two weeks 
after the operation, it was incised and a large amount of pus evacuated. 
—London Lancet. Jan. 10, 1891. 

James E. Pii chrr (U. S. Army.) 

HEAD AND NECK. 

I. A New Method of Determining the Position of the 
Fissure of Rolando. By Charles L. Dana, M.D. (New York). 
There is no better method than that of Thane for finding the upper 
end of the fissure of Rolando, vizsr Measure the distance from the 
glabella to the inion; find 55.7% of this distance, and the figures ob- 
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tained will indicate the distance of the upper end of the fissure of Ro¬ 
lando from the glabella. As the naso occipital arc ranges from 28 to 
38 cm. (n to 15 inches), the point sought for lies from 15.7 to 26.8 
cm. (6* to ioj- inches) from the glabella. 

The determination of the direction and length of the fissure is not 
so simple. 

While the average angle made with the longitudinal fissure is 67°, 
and the average length 8.5 cm (. ? a inches), both of these figures are 
variable. 

Mr. Horsley has devised an instrument by which the sharpness of 
the angle is decreased in dolicocephalic (long) heads, and increased 
in brachycephalic (broad) heads. But this instrument is expensive, 
and depends upon a principle which, though probably true, is not yet 
perfectly established. 

The new method which I propose aims simply to locate the lower 
end of the fissure. It is this: 

Find and mark the stephanion. e., the point where the temporal 
ridge crosses the coronal suture. 

Find and mark the concave depression just above and behind the 
tip of the mastoid process and just below the asterion or junction of 
thelamboid and temporo-parietal sutures. 

Draw a line between these points. Find tile bregma, and draw a 
line from it to the posterior edge of the external auditory meatus. 

The point of crossing will be just over the lower end of the fissure 
of Rolando or within a centimetre of it.— The Post-Graduate. 

II. Hydatid Cyst of the Lett Ventricle; Trepanation; 
Death From Basilar Meningitis. By Dr. A. Castro (Buenos 
Ayresp A young man, tet. 14, farmer, had always been well until five ' 
months ago, when he began to complain of headache, followed by 
vomiting and paresis of the right arm and leg. There was hereditary 
diathesis in question. The family, consisting of eight brothers, are all 
living and in good health. His symptoms began five months before, 
with headache, vomiting, etc. These increased in frequency and in¬ 
tensity until October, 1889, when he entered the hospital at Buenos 
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Ayres. His condition at that time was as follows: Marked atrophy of 
the right leg, there being a difference of two and a half centimetres be¬ 
tween the right and left thigh and calf. The difference between the 
right and left arm was five millimetres, between the right and left fore¬ 
arm fifteen millimetres. The dorsal interosseous muscles of the foot 
and the tibialis anticus were notably atrophied, as were also the hands. 
The general sensibility was preserved, although somewhat diminished; 
the reflexes were exaggerated, the temperature normal; appetite good 
when he had no headache. There was no deformity of the cranium. 
Patient refers the pain to the left side of the head. Although there 
was no history of hereditary syphilis, iodide of potash was given for a 
month, without any apparent results. The pains growing more in¬ 
tense, the vomiting more obstinate, and the paresis more marked day 
by day, an operation was decided upon. 

After the necessary' antiseptic precautions an incision was made and 
the trephine applied over the fissure of Rolando. Through a small 
opening in the meninges a blackish, soft substance protruded. Upon 
enlarging the opening in the cranium, a blackish tumor of the size of a 
walnut, covered by the meninges—congested but non adherent—made 
its appearance. It was removed without difficulty with a curette, and, 
after carefully ligaturing all meningeal vessels, a drainage-tube was in¬ 
serted and the wound dressed. The following six days passed un¬ 
eventfully. The headache, vomiting and paresis seemed to have no¬ 
tably diminished, appetite improved, the wound was cicatrized and 
healthy, and the only discharge from the tube was some arachnoid 
fluid and softened particles of brain matter. On the seventh day, De¬ 
cember 26, the discharge was slight, but there was a bulging outward 
of the membranes. On the following day it had increased to the size 
of a hen’s egg, and on the third it was of the size of an orange. On 
December 31, the tube was removed, and a weak solution of boric 
acid injected into the wound, when suddenly the cicatrix gave way, and 
a large cyst, seven centimeters in diameter, was ejected. It contained 
two hundred granules of a clear yellow liquid with some flakes, which 
fell to the bottom of the vessel. The membranous walls of the cyst 
were easily separated, and were about two millimetres in thickness. 
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The inner surface of the cyst wall presented numerous whitish granula¬ 
tions, which, under the microscope proved to be echinococcus cysts, 
adherent to the germinating membrane, vesiculated and full of living 
echinococci. The day after the expulsion of the cyst the temperature 
fell to 40° C.; pulse, 120. On January 2, temperature, 41 0 C.; pulse, 
130. On dressing the wound, another cyst of the size of a hen’s egg 
made its appearance and was removed. An epidemic of diphtheria 
was raging at the hospital at this time, and the wound became cov¬ 
ered with false membranes. The condition of the patient grew worse 
until January 13, when he died. Basilar meningitis was stated to be 
the cause of death .—AnnaUs del Circuit) Medico Argentina. 5. 1890. 

III. Paralysis of the Left Upper Extremity and Left 
Side of the Face; Paralysis of the Left Lower Extremity; 
Trephining; Improvement. By Dr. P. Soderbaum (Falu, Swe¬ 
den). Anna A. W., aet. 11, entered the hospital March 3, 1890. 

Without any other symptom than a slight headache, her left upper ex¬ 
tremity three weeks before had become paralyzed, and a week later the 
paralysis had extended to the left lower extremity and left side of the 
face. At her entrance into the hospital the movements were still 
somewhat free at the shoulder-joint; the mobility of the elbow was 
quite reduced, while the hand could hardly be moved. Extension, 
supination and pronation were especially difficult. The hand could 
only be closed with much difficulty, and with the aid of the other hand. 
The fingers lay half flexed, with the thumb in the palm. If told to 
lift her arm her hand would fall as if flexed. Her left lower extremity 
was paretic, the sensibility not diminished; the left side of the face was 
paralytic and one corner ot the mouth refused to respond to the will, 
the eye-muscles unaffected; both pupils normal and reacted equally 
well to light. Vision normal; no hemianopsia. 

Ice was applied to the head, and iodide of potassium given inter¬ 
nally. The facial paralysis disappeared partially; the extremities re¬ 
mained unaffected. In the last part of April convulsions made their 
appearance, the paralysis of the lower extremity, really due to a rigid¬ 
ity of the muscles, became somewhat worse. The use of the lower 
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extremity was lost entirely; vomiting attacks began on May 19, when 
her sensorium became less clear; during two days she vomited unin¬ 
terruptedly. She became apathetic; complained of being chilly, and of 
an oppressive feeling throughout her body. Although somnolent, she 
answered questions hesitatingly. During the time she was fully con¬ 
scious the motor zones of the right hemisphere were somewhat pain¬ 
ful to percussion. No preceding trauma was known to have existed. 
Neither had a purulent discharge from the ear or nose been remarked. 
Trepanation was performed, by means of a chisel, in the upper por¬ 
tion of an oval incision, running upward from the fissure of Rolando, 
and the dura exposed. The pia was found thickened at a spot, but 
otherwise healthy. The brain pulsated normallj, and its consistence 
presented nothing abnormal. A tenotome was then thrust several 
times into the brain to the depth of three centimetres; quite an amount 
of serum, slightly mixed with blood, followed these punctures. This 
was soaked up by means of sterilized cotton, the dura, bone-plate and 
scalp replaced. 

May 26, the patient’s mind was clearer; the rigidity ot the leg-mus¬ 
cles less; no vomiting. The general condition of the patient gradu¬ 
ally improved. The rigidity of the left leg diminished, and the active 
movements improved. The muscles of her hand also regained in 
power. July 2, she could walk across the floor. July 17, all move¬ 
ments of the hand and arm could be made, but the strength of the 
muscles was weak, especially in co ordinate movements. A paralysis 
of the shoulder-muscles of the left side followed the operation, due, 
undoubtedly, to a lesion of the centre of the left deltoid muscles, but 
this was only transitory, as already, nineteen days after the operation, 
the muscle regained its activity. Although the patient was not en¬ 
tirely restored to a normal condition by the operation, the result is 
quite satisfactory and leaves but little to be desired. The author sug¬ 
gests the presence of a small cerebral cyst, which walls, punctured by 
the tenotome, became adherent to each other after evacuation of the 
contents; otherwise he cannot explain the favorable course of the case 
after operation. He rejects the assumption of the existence of a cir¬ 
cumscribed meningitis as insufficient to cause the paralysis. The re- 
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placed piece of bone healed in well; its borders mav be determined by 
careful palpation. He would regard a trial trepanation of the cranium 
under the same or similar circumstances as justifiable.— Upsala 
LaTcareforcningsforhandlingar , Bd. 27, Hltena 1 and 2. 

IV. Cortical Epilepsy Localized in the Right Motor 
Zone, Especially at the Base of the Ascending Frontal 
Convolution; Trepanation with Replacement of the Disc; 
Recovery. By Dr. Cuneo (Genoa). The writer describes the fol¬ 
lowing case: G. B., at. 17, born in Monaco, while on his way to 
Genoa, was seized with an epileptic fit, and was found stretched out 
and insensible on the ground; he was transported to the hospital Para- 
matone. 

It was discovered that at the age of 7 years, after a severe trauma¬ 
tism inflicted upon the right parietal region, he commenced to suffer 
from epileptiform attacks; these usually repeated themselves at inter¬ 
vals of eight to ten days. No history of marriage of near relatives. 

December 15, he was seized with an epileptiform convulsion. He 
was very excitable, snappish, slovenly in eating and drinking; he would 
not bear discipline; was irascible, and quick to threaten or injure. 
There was hemiparesis of the muscles of the left half of the face. On 
the right parietal region there were two linear, almost parallel cica¬ 
trices, about three centimetres apart, directed forward and outward. A 
depression corresponding to these, and six centimetres in length, with 
its posterior-superior extremity one and three-fourths centimetres 
from the sagittal suture, was also discovered. 

December 21, 1890, a curved incision, with its convexity upward 
and about fifteen centimetres in length, was made in the right parietal 
region, dissected away and turned down. A large trepan, with a crown 
four centimetres in diameter, was applied; the pericranium incised 
around the edge of the crown of the trepan, that portion near the path 
of incision turned back. In the sulcus thus made the trepan was al¬ 
lowed to play. A disc, four centimetres in diameter, covered exter¬ 
nally by periosteum, and presenting on the internal surface a fissure, 
one and a half centimetres long, as well as two slight bony elevations, 
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about five to six millimetres in height. The disc was trimmed with the 
bone-forceps, and the small prominences removed. On digital explo¬ 
ration of the internal surface of the cranium, the two elevations were 
found to be continued on the internal surface, the lower ridge corres¬ 
ponding to the base of the ascending convolution. Eleven small discs 
were removed before this ceased; examination of each of these pieces 
showed the same line of fracture as the large disc. The result of this 
operative procedure was a defect in the cranial bones, of an irregular 
oval form, with its greatest diameter from behind forward, and meas¬ 
uring from above downward six and three-fourths centimetres. The 
dura mater was only somewhat more vascular than normally. The 
wound was disinfected, the pericranium was stitched together, after re¬ 
placement of the large disc, the cutaneous wound sutured, dressed an- 
tiseptically, and a slight degree of compression employed. The pa¬ 
tient was then put into a straight jacket. 

December 23, the wound was re-dressed. A pulsation was noticed, 
which centre corresponded to the replaced disc. Pulse regular; tem¬ 
perature 37.2 0 C. No epileptiform attacks. He entirely changed in 
his ways. He became quiet, obedient, and asked to be taken out of 
the straight-jacket. The wound healed by first intention; the pulsa¬ 
tion decreased and became limited to the place where the small discs 
were removed. The large disc became solidly fixed. 

On January 1, the patient left his bed, having shown, thirty-one days 
after the operation, no signs of an epileptiform convulsion; his docility 
was remarkable, in contrast with his former disposition; indeed, he 
seemed a regenerated individual .—Gazzetta digit Ospitali , No. 10, 
p. 79, 1891. 

V. Trepanation of the Cranium for Traumatic Epilepsy. 
Recovery. By Dr. R. Pedrazzi (Naples). The writer described 
the following case: The patient, at the age of six months, fell from a 
ladder and lay comatose for 24 hours; he recovered, however, appar¬ 
ently completely, and remained well until his fourth year. Epileptic 
fits then made their appearance, which repeated themselves every ten 
to fourteen days. Finally, they grew so frequent as to force him to 
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enter a hospital. On the posterior portion of the right temporo-pari- 
etal region a depression, three centimeters in length, running back¬ 
ward and downward, was discovered. This was felt to pulsate at its 
deepest part. The sensibility and power of the left arm were dimin¬ 
ished; sight and hearing were also, on the same side, below the nor¬ 
mal. Thermic and electric sensibility were unchanged. On March 3, 
Prof. Tansini operated, employing the flap incision. The pericranium 
and dura mater were found adheient in the osseous fissure. The open¬ 
ing was enlarged with the chisel and the adhesions separated, during 
which the dura mater was torn through. Slight haemorrhage took 
place from a branch of the middle meningeal artery. The wound was 
tamponed and closed by the skin flap and a temporary dressing ap¬ 
plied. After twelve hours, the dressing having become soaked, it was 
renewed. The tampon was removed after twenty-four hours, and a 
secondary suture applied. The further course of the wound was un¬ 
eventful; it healed by first intention in six days. Fifty-five days after 
the operation the fits had ceased to appear; vision in the left eye and 
sensation in the left arm had improved. The piece of bone removed 
by the trephine was covered on the inner surlace with osteophytes. In 
trepanation the writer recommends the excision of a flap as done by 
Tansini .—Gazzetta Dcgli Ospitali y No. 39, 1890. 

VI. Case of Traumatic Epilepsy; Trephining; No Le¬ 
sion Found; Cessation ot the Fits. By Dr. Maglioni (Buenos 
Ayres). A young man who always had been in good health, and 
never had suffered from any nervous affection, fell, striking his head 
against a nail, and soon afterward was seized with epileptic convul¬ 
sions. The wound was located over the superior posterior portion of 
the parietal bone. 

He was very taciturn; complained of headache, palpitation of the 
heart, but there was neither paralysis nor disturbance of general sensi¬ 
bility. The attacks, which were of the true epileptic type, were gen¬ 
eral and not localized. They made their appearance from once to 
several times a day. 

Trephining was performed, but neither fracture nor depression was 
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found; the dura was not congested; no abnormal condition of the un¬ 
derlying brain substance could be detected. The wound was dressed 
antiseptically and healed nicely. Five weeks afterward, March 15, an 
attack occurred; March 17 he had three attacks; April 28, two attacks, 
and April 30, one attack. From that time up to reporting the case, 
May 20, the patient had been free from any epileptic seizures. The 
writer wished to draw no conclusions from this case, but feels com¬ 
pelled to say that in cases of traumatic epilepsy trephining is justifia¬ 
ble .—Annales del Circulo Medico Argentino, 6, 1890. 

A. Pick (Boston). 

VII. Trephining for Traumatic Epilepsy Developed 
Fourteen Years after a Fracture Produced by Forceps at 
Birth. By W. Arbuthnot Lane, F.R.C.S. (London). A youth, 
aet. 16, on the right side of whose skull a depression had been pro¬ 
duced at birth, developed epilepsy at the age of 14, and during the 
following two years the convulsions recurred frequently. Examination 
revealed on the right side of his head a groove, about three and a quar¬ 
ter inches long, extending from an inch behind the coronal suture to 
about the same distance in front of the larabdoid. The floor of the 
depression did not appear to be more than a quarter of an inch below 
the general level of the scalp. The left arm was weaker and clumsier 
than the right, and the left side in general was inferior to the right. 
Ankle clonus was highly developed, particularly on the left, while the 
knee, plantar and abdominal reflexes were much exaggerated. The 
eyes appeared to be normal. Exposure of the whole depressed area 
revealed abnormal vascularity of the bone. The floor of the depres¬ 
sion, together with a portion of the surrounding margin of bone, was 
removed with a gouge and Hoffman’s forceps. The depressed bone 
was very thin and vascular, while that about it was normal. The floor 
of the depression did not seem to be concave on its under surface, but 
flatter than normal, and therefore, apparently encroached but very lit¬ 
tle upon the intra-cranial cavity. The dura mater and the subjacent 
brain were quite normal in appearance. On account of the free haem¬ 
orrhage from the bone it was necessary to use a drainage tube for the 
first twenty four hours, but the wound healed by primary union. While 
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he has not been free from fits since the operation his condition has 
greatly improved, and it is hoped that the fits, which have become 

comparatively slight and infrequent, may soon cease altogether._ 

London Lancet , Jan. 17, 1891. 

VIII. A Case of Intracranial Aneurism Successfully 
Treated by Ligature of the Common Carotid Artery. 
By Chauncy Puzey (Liverpool). A man, set. 37, fell from his horse 
on to the side of his head, as a result of which he was unable to see 
clearly unless he covered one eye and he continually heard a puffing 
noise in his head. Examination revealed a loud aneurismal bruit on 
the left side of his head, loudest in the temporo-parietal region, imme¬ 
diately over the left ear and extending forward; it was stopped by pres¬ 
sure on the left carotid. Intracranial aneurism was diagnosed and 
treated with marked benefit to the patient. 

After neglect ot treatment by the patient for a year, however, all 
the symptoms were intensified. There was a swelling in the left orbit, 
about the size of a Tangerine orange, the eyeball in the center of it 
being much protruded and congested, the cornea hizy and at 
one point showing tendency to necrosis. The whole swelling pulsates 
and the pulsation can be controlled by pressure on the left common 
carotid. A loud bruit can be heard all over the left side of the cra¬ 
nium, from the middle line as far back as the posterior parietal region, 
but loudest in the supra-orbital and anterior temporal regions. The 
sound was of a swishing character, although the patient described it 
as resembling the booming noise or thud of machinery, preventing 
him from sleeping except when quite worn out by exhaustion. 

To relieve the condition, under full antiseptic precautions, the left 
common carotid was ligatured above the omo hyoid muscle with stout 
chromicized catgut; the wound was closed with silver sutures, a thin 
horsehair drain being laid from end to end, and a small rubber drain¬ 
age tube being passed into the deepest part of the wound. Pulsation 
ceased in the swelling as soon as the ligature was tightened and never 
reappeared. The patient recovered fairly well from the operation, 
delayed at one time by a small accumulation of pus in the wound and 
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a troublesome sinus, while the cornea gave way and the iris became 
adherent. A year later he wrote that the noise in his head and the 
swelling about his eye had entirely gone, and that he was quite com¬ 
fortable in every way.— London Lancet^ Feb. 14, 1891. 

IX. Removal of an Aural Polypus by Perforation of 
the Mastoid Cells. By Marmaduke Sheild, F.R C S. (Lon¬ 
don). A young man was admitted to hospital with a diagnosis of 
cerebral disease. Examination, however, revealed a large, friable vas¬ 
cular polypus, of the color of a ripe raspberry, filling the right auditory 
canal, on which side absolute deafness existed and a large amount of 
pus was excreted there. Removal through the mastoid cells having 
been decided upon, a free vertical incision was made over the right 
mastoid and the soft parts and periosteum turned back from the bone 
on either side. An opening was made immediately behind the upper 
margin of the external meatus by means of a small sharp gouge and 
mallet. The bone was exceedingly hard and dense, and the opening 
was cautiously deepened nearly one-eighth of an inch before a blunt 
director passed into the mastoid cells. Very free bleeding occurred 
as soon as the cells were opened, the blood welling out in a continuous 
stream as though some large vessel had been ruptured; a strong syr¬ 
inge filled with hot boracic lotion was applied to the aperture, driving 
blood mixed with a quantity of thick pus and masses of debris from the 
auditory meatus, and the bleeding soon ceased spontaneously. The 
polypus was next removed by a pair of ring forceps and the incision 
behind the ear united with horsehair, a drainage tube inserted into the 
opening made in the bone. The operation was followed by relief of 
all pain and disagreeable sensations in the head and side of the neck, 
and the patient made an uninterrupted recovery. The after treatment 
consisted of washing through the mastoid with warm boracic fluid and 
the application on three occasions of pure chromic acid to the remains 
of the polypus, which had grown from the interior of the tympanum 
through a large perforation in the membrana lympani. A month after 
the operation the chasm had apparently healed and hearing was for 
practical purposes perfect .—London Lancet , Feb. 7, 1891. 
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X. The Administration of Anaesthetics in Oral and 
Nasal Surgery. By Frederic Hewitt, M.D. (London). The 
author’s experience as anaesthetist at the Charing Cross and Dental 
Hospitals has developed the following points: 

Ordinarily it is best to anaesthetize the patient with ether and to 
keep it up with chloroform, care being taken not to make the substitu¬ 
tion until the patient begins to show signs of emerging from the ether 
narcosis. The advantages of the ether are: (i) It is possible to fill 
the patient with such a quantity that for many operations it is not nec¬ 
essary to add more than to produce profound narcosis. (2) There is 
no objection to having the patient’s head elevated or even to the sitting 
posture. (3) Should any difficulties—dependent upon the presence 
of moibid growths, etc., in the nose or mouth—arise during the ad¬ 
ministration of ether, there is not lhat liability to circulatory depres 
sion which exists during the use of chloroform under similar circum 
stances. 

Where the position of the patient is left to the amesthetist, he should 
place the patient in the position most favorable for the escape of 
blood. Aside from the inconvenience of the presence of blood, much 
discomfort from nausea or vomiting, due to swallowing blood, 
may be avoided. When considerable bleeding is anticipated, one of 
two positions should be chosen, if possible. (1) The etherized patient 
should be slowly raised into the sitting posture and his head and 
shoulders thrown well forward; or, (2) he should lie on his side with 
arm under him and, his head being near the edge of the table, his 
tace should be directed downward, the mouth being well opened by 
some form of gag in either case. 

Should there be complete or nearly complete nasal obstruction place 
a mouth gag between the teeth before beginning the administration; 
partial occlusion is liable to become complete during anaesthesia, by 
reason of increased vascularity of parts. When respiration prior to 
anaesthesia is embarrassed for any reason the administration should be 
very cautious and the breathing watched. 

Otherwise, when the required degree of narcosis has been reached, 
the mouth should be opened by some form of gag. In cases where 
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there is very free haemorrhage, it is best not to maintain very deep 
anaesthesia, the abolition of the corneal reflex not being necessary as a 
general rule. In very delicate operations, however, as well as those 
in which the bleeding is slight, deep anaesthesia should be kept up 
throughout the operation .—London Lancet. 

XI. Stenosis of the Larynx and Trachea Following the 
Use of a Tracheotomy Tube By Bernard Pitts. F.RC.S. 
(London), and William E. Brook, F.R.C.S (London). In most cases 
the difficulty in restoring respiration to the natural channel after the 
removal of a tracheotomy tube is due to lack of confidence on the part 
of the patient, and the trouble is readily overcome by suitable encour¬ 
agement, but in occasional instances the canal may be occluded by a 
definite mechanical obstacle. The authors relate four cases of the 
latter condition. 

1. A boy, set. 3, was sujected to tracheotomy, Dec. 14, 1886, for ex¬ 
treme long continued dyspnoea the cause of which was never quite 
clear; after several unsuccessful attempts, the tube was removed two 
months later, the child having had meanwhile a sharp attack of scarlet 
fever, but the difficulty in breathing again became so marked that the 
operation had to be repeated nine weeks later. Alter seven weeks, it 
being found impossible to dispense with the tube, treatment by 
Macewen’s tracheal catheters was tried, the tracheal opening again 
being allowed to close, but without success, tracheotomy being again 
required seventeen weeks later. He now wore a silver tube for a little 
more than a year and a quarter when renewed efforts to omit the tube 
were made but with entire failure, dyspnoea soon following. Intuba¬ 
tion was also unsuccessful and accordingly, under ansesthesia the 
tracheal wound was extended upward and the thyroid partially divided. 
Retraction of the parts with blunt hooks showed a rather thick, pinky 
white band of fibroid tissue, which started from just below the ends 
and extended obliquely downward from right to left, thus forming a 
sort of diaphragm which nearly blocked up the lower aperture of the 
larynx; a general over growth of fibroid tissue was also found around 
the upper end of the trachea which was here seen to bend backward. 
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This band was cow dissected out with curved scissors together with as 
much of the surrounding fibroid thickening as possible. A long curved 
tracheotomy tube was introduced and retained for ten days, but the 
tendency to difficult breathing again reappeared and a month later 
tracheotomy was again demanded. After wearing the tube for two 
months it was determined to again try intubation and under aneesthe- 
sia, the largest size O’Dwyer tube was inserted and retained three 
days; this manoeuvre was again repeated once each for about twenty 
minutes, during the following three months, when the patient was dis¬ 
charged cured. The lesson taught by this case is that with failure by 
simple intubation to restore the natural passage, a free exploration of 
the tracheal wound should be made and all cicatricial tissue at once 
thoroughly removed, thus preparing the passage for intubation, 
which should then again be employed and repeated occasionally until 
all tendency to recontraction has passed away 

2. A boy set. 9, with membrane on soft palate and dyspnma w.is sub¬ 
jected to high tracheotomy with relief to his respiration. During the 
next three months all attempts to remove the tube were attended by 
immediate distress, even when an anaesthetic was used. The tracheal 
wound was then enlarged, exposing a quantity of granulation tissue at 
the front and sides of the trachea at the lower border of the wound; this 
was removed with scissors and sharp spoon The largest size intuba¬ 
tion 1 ube was then introduced and, although it was soon coughed out 
necessitating the reintroduction of the tracheotomy tube, the tube 
was readily replaced the following day and retained for a week when, 
the surface laid bare by the removal of the granulation tissue having 
completely healed, it was not reinserted. The tracheal wound healed 
readily and the patient was discharged cured. 

3. A boy, set. 3, who had been subject to tracheotomy for diptheri- 
tic dyspnoea four months previously, was for two months subjected to 
intubation repeated at short intervals, the tube being retained for from 
three to six days each time. The removal being invariably followed 
by alarming dyspnoea, the tracheotomy wound was enlarged, six and a 
half months after the original operation, discovering at the level of the 
tracheal opening a dense collar of cicatricial tissue encroaching on the 
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lumen of the trachea; the trachea at the same time appeared to bend 
backward, the part below forming an angle with the part above the 
obstructing collar. The cicatricial tissue was dissected away very freely 
together with the lining of the operative opening and a tracheotomy 
tube again introduced. Intubation was now resumed and persisted in 
for several months with great improvement, when, the parents being 
satisfied with the child’s condition, he was not brought for further 
treatment. On examination, a year and a half from the original 
tracheotomy, some stridor and dyspnoea were still present on exertion 
while phonation could be accomplished only by great effort 

4. A boy, set. 14, who had been subjected to tracheotomy five years 
previously and who had worn the tube continuously since then, after 
entire failure of intubation was ansesthetized and, after enlargement of 
the wound, was found to present in the trachea, just above the level of 
the tracheotomy tube, a collar of cicatricial tissue forming a web with 
an aperture toward the right side of the mid-line. After dilating the 
aperture with probes and catheters, an intubation tube was passed by 
the mouth; the end appeared opposite the wound, but projected for¬ 
ward against the lower border of the tracheal wound; it was therefore 
removed and the tracheotomy tube replaced. A few days later, Mr. 
Morgan divided the collar vertically with the scissors in two or three 
places, after which a large intubation tube was passed A month later, 
it having been found impossible for the boy to retain the intubation 
tube for any prolonged period on account of the point of the tube push¬ 
ing against the anterior wall of the trachea, in two operations, two 
months apart, the cicatricial collar was completely dissected out and 
intubation practiced during the ensuing six months, with almost entire 
relief to the dyspncea and phonation although with an effort. The case 
will require further intubation and, owing the patient’s age, with a 
larger sized tube than has yet been employed. 

The authors conclude from these cases that when ordinary means of 
making possible the removal of the tracheotomy tube have failed, intu¬ 
bation by O’Dwyer’s method should be tried and if difficulty ensues or 
no defintite improvement speedily ensues, then a thorough exploration 
•of the parts should be made, cicatricial tissue should be freely and com- 
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pletely removed and intubation should again be employed before time 
for recontraction has elapsed. 

With regard to the use of intubation in these cases the authors 
dwell upon the following points: 

1. While with acute inflammation any attempt to use force in intro¬ 
ducing a tube would be likely to end in disaster, in these stricture 
cases a certain amount of force is absolutely necessary. 

2. A much larger tube can be tolerated, and is desirable, than is 
laid down for the treatment of acute cases. 

3. The tube can be left in as long as a fortnight in some instances 
without injury. 

C 4. Pulp food was found to be the best immediately after the begin- 
ing of intubation, fluids causing cough. After a short experience all 
the patients were able to take ordinary diet without any trouble.— 
Lancet, Jan. 10 and 17, 1891. 

James E. Pilcher (U. S. Army). 

XII. Galvano-Cautery in the Treatment of Some Forms 
of Hypertrophy of the Tonsils. By Dr. Vittorio Grazzi. 
The author has used galvano-cautery in the treatment of the above 
mentioned affection and chronic follicular tonsillitis, and the excellent 
results which he has obtained cause him to emphasize the importance 
of this method of treatment and to recommend it to the profession; 
the more as it has not, up to now, received the attention which it de¬ 
serves. In regard to the indication for the use of the cautery, the 
author states that if the tonsils be of large size, round, movable and 
projecting from between the pillars of the fauces it is better to operate 
with the tonsillotome; but if the tonsils are not very large, and espe¬ 
cially if the irregular forms of hypertrophy with adherent tonsils are in 
question, covered partially by the anterior fauces and extending 
downward toward the base of the tongue, the author does not hesitate 
to giy.e,the preference to the galvano-cautery. The latter method is, 
also,lipdicated in persons who dread an operation in the cavity of 
the,mouth or in the throat, in anaemic individuals where;a. reduction 
in the-size of the tonsils is desirable without loss of blood, which latter 

sometimes abundant after operation with the knife. 
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The galvano-cautery is, also, of incontestable value in the treatment 
of chronic follicular tonsillitis, where the enlargement of the tonsils is 
not considerable. In these cases a few applications of the galvano- 
cautery to the parenchyma of the tonsils will suffice to bring about 
such a change in the structure of this organ as to render a subsequent 
enlargement, which previously followed the slightest causes, very 
difficult. 

The author expresses the superiority which galvano-cautery has 
over the thermo-cautery of Paquelin, in the treatment of the above 
mentioned affections, in the following words: *‘The galvano cautery 
may be introduced cold into the crypts of the tonsils to be cauterized; 
the current may be interrupted and turned on at any time during the 
operation, and or.Iy a very slight degree of radiating heat is given 
off by the galvano-cautery in comparison with the thermo-cautery. 
These circumstances speak for the inferiority of the thermo cautery. 
The sensibility of the mucous membrane of the mouth, also, compli¬ 
cates disagreeably the use of the thermo-cautery; and thus, through re¬ 
sisting movements of the patients some part, the mouth, tongue, etc., 
might easily be injured. All these disadvantages are not connected 
with the use of the galvano-cautery’ which can be carried cold into the 
floor of the mouth. Although he does not recommend extensive 
cauterization, the beneficial effects of the use of galvano cautery 
manifest themselves even after its first application .—Gazzetta Medica 
di Roma , No. 17, 1890, p. 423 

A. Pick (Boston.) 

XIII. Extirpation of Larynx and Pharynx with Forma¬ 
tion of a New Pharynx by Aid of Skin-Flaps. By Dr. K. 
Poulsen (Copenhagen). The patient was a man, set. 56, who entered 
the Kommune Hospital on October 5. 1889, with a cancerous tumor 
in cavum laryngo pharyngeum of eight months’ standing. He was 
emaciated and cachectic, unable to swallow anything but fluids and 
suffered great pain by deglutition. With the laryngoscope a considera¬ 
ble cedematous swelling of the arytenoid cartilages and the ary-epi¬ 
glottic folds was discovered. Behind the larynx the upper segment of 
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a growth was seen, as broad as the larynx and reaching up to the 
arytenoid cartilages. Although it was evident that both larynx and 
pharynx would have to be sacrificed, operation was decided upon. 
After preliminary inferior tracheotomy subhyoid pharyngotomy was 
performed. The epiglottis was pulled forward and the growth ex¬ 
amined with the finger. It was found surrounding the pharynx as a 
ring but did not extend below the cricoid cartilage. It was therefore 
decided to extirpate both larynx and pharynx. Longitudinal skin in¬ 
cision from the middle of the pharyngotomy incision to one-half inch 
above the tracheotomy wound combined downward with smaller 
lateral incisions. The two quadrangular flaps were dissected free to the 
middle of the stemo cleido mastoid muscles, the muscles loosened from 
the larynx and the pharynx from the vertebra with blunt instruments. 
The pharynx was thereafter severed one centimeter above the tumor, 
the oesophagus one centimeter below and lastly the trachea below the 
cricoid cartilage. The bleeding was insignificant The two skin flaps 
were thereafter united in the middle line in front of the vertebra with 
silk sutures, which included the pre-vertebral connective tissue. The 
upper and lower margins of the flaps were united with the posterior 
incisions of the pharynx and oesophagus. An oesophageal tube was 
introduced through the nose down into the severed oesophagus and 
the wound plugged firmly with iodoform gauze. 

No reaction followed, the wounds healed everywhere, and a new 
posterior pharynx wall was formed. The tube was removed from the 
nose in a few days and was thereafter introduced three times a day in¬ 
to the oesophagus in order to nourish the patient. 

The patient felt well and was up and around in ten days. The 
wounds were healed, but upward there was an opening into the 
pharynx through which the saliva ran downward in a steady stream. 
and downward the openings into the oesophagus and larynx were seen. 
The newly formed posterior pharynx wall had intact epithelium. 

Three weeks after an anterior pharynx wall was formed by operation. 
A skin flap was made on each side by aid of a longitudinal and two 
horizontal incisions. The flaps were turned inward and united by 
*utures in the middle line with their epidermis backward. Upward 
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they were united with the anterior part of the defect into the pharynx, 
downward with the anterior margin of the cesophagus. 

The patient was immediately able to swallow fluids and continued 
so for three or four days, when gangrene occurred of a small piece of 
the flap next to the cesophagus, leaving a little opening. The rest all 
healed by first intention, and the result was a perfect anterior pharynx 
wall with the exception of the little opening mentioned. If this was 
closed with a tampon, he could swallow milk perfectly, but occasion¬ 
ally some of it ran out through the opening and down in the larynx. 

Several unsuccessful attempts of closing this little defect were made 
and the patient succumbed to a septic pneumonia after such an 
attempt (seven weeks after the first operation). 

At the post mortem the newly formed pharynx was six centimeters 
long and nine centimeters in circumference. The epidermis was in¬ 
tact and commenced downward to look like a mucous membrane. 

The cause of the defect was the difficulty of freshening the septum 
between the larynx and the oesophagus and of properly uniting the 
flaps to the oesophagus on this point. In a similar case the author 
would recommend to loosen the flap during the first operation so freely 
that it may reach the anterior margin of the severed oesophagus. If 
we succeed on this point the rest of the operation is comparatively 
ea-v. The author feels sure that it is possible to form a new pharynx 
by this method, through which normal deglutition may take place, 
particularly of fluids. 

Solid food can probably not pass as the new pharynx lacks muscles. 
The same method may also be used in extirpation of the larynx alone, 
when the anterior pharynx-wall has to be sacrificed too —Centralblatt 
/. Chirurgie . No. 1. 1891. 

Herman Myntek (Buffalo). 

XIV. Osmic Acid in Goitre. By Dr. S. Auerbach (Russia). 
The author relates the case of a young woman of 25, suffering from 
goitre (the variety and dimensions not stated), in which he resorted to 
a “combined method” ot treatment, including, a, a parenchymatous in¬ 
jection of a solution of osmic acid (1 grain to 2 drachms of distilled 



420 


INDEX Of SURGICAL PROGRESS. 


water), a syringeful once daily or every other day; b, local massage, 
for 15 minutes, once daily, and, r, the internal administration of iodide 
of potassium. By the end of three weeks all subjective symptoms dis¬ 
appeared, while the tumor was found to have greatly decreased in 
bulk (was half the size comparaed with the period before the treat¬ 
ment). Unfortunately, the woman was subsequently lost from sight. 
—Ietopis Khtrurgitcheskaho Obshtchestva v' Moskve , No. 6, 1890, p. 
5 ° 5 - 

Valerius Idf.lson (Berne). 

CHEST AND ABDOMEN. 

I. A Method of Removing an Acute Pneumothorax, Re¬ 
sulting from Penetrating Wounds of the Thorax. By Dr. 
Witzei.. The pneumothorax is a dangerous complication of penetrat¬ 
ing wounds ot the chest, partly interfering with respiration, partly with 
the circulation by pressure on the heart and large vessels. The au¬ 
thor lecommends his method, which was tried in a case in Trendelen¬ 
burg’s clinic. His idea is to change the pneumothorax into an artifi¬ 
cial hydro thorax and then to empty this by aspiration. 

The bleeding having been arrested, a male catheter of metal is intro¬ 
duced into the pleural cavity through the highest points of the wound, 
its beak being parallel with the chest wall. The wound is thereafter 
closed by sutures, both air- and water-tight, with the exception of a lit¬ 
tle opening at the highest point. The pleural cavity is now generally 
filled with a solution of boracic acid, of the temperature ot the blood, 
till all the air is expelled through the catheter, and all the fluid is then 
removed by depressing the irrigator, which then acts as a syphon. The 
case treated in this way piogressed very favorably. The respiration 
was quiet and regular after the operation, the percussion and ausculta¬ 
tion normal. — Centralb. f. Chirurgie , No. 28. 

Herman Mynter (Buffalo), 

p, II. A Case of Large Pulmonary Abscess Surgically 
l' Treated. By Francis W. Greene, M.B. (Mallow, Ireland.) A 
boy, at. 6, with a history of pneumonia with hepatization of the left 



